This study examines the differences between two groups of parasuicide patients: 'first-timers' (patients admitted to hospital following their first overdose) and 'repeaters' (patients admitted with an overdose who had made at least one previous suicide attempt). The two patient groups were compared for factors known to increase the risk of parasuicide as well as for the experience of selfreported past sexual abuse and for symptoms of post traumatic stress disorder (PTSD). Out of a total of 100 patients interviewed, seven (15%) of first-timers gave a history of sexual abuse and complained of an average of 0.55 symptoms of PTSD. Among repeaters, 28 (53%) gave a history of sexual abuse and complained of an average of 1.84 symptoms of PTSD. Both results were statistically significant at P < 0.001.
INTRODUCTION
Although many studies have been conducted on factors that increase the risk for parasuicide, few have examined differences between patients who have recently made their first attempt and those who have a history of parasuicide. Factors known to increase the risk of parasuicide include unemployment,1' 2 a history of a previous attempt, 3 substance abuse,4'5 disruption of family of origin,6'7 runaway behaviour,8 borderline and dissociative personality disorders9'10 and panic and somatization disorders.' 1'12 These latter four are probably part of a continuum of dissociative disorders, among which PTSD is perhaps the best known. PTSD can be understood as a pathologically persistent response to extreme emotional trauma (war, torture, rape, major catastrophes) and, in this society, sexual abuse is one of the most common causes. 13 The aim of the present study is to test the hypothesis that repeaters would be more likely to have had certain types of experiences than those who present for the first time. In particular, the experience of sexual abuse was noted. Yeo & Yeo14 reported that among a group of patients admitted following an overdose, those with a history of sexual abuse were significantly more likely to repeat the attempt within a 6-month follow-up period. Given that the above list of recognized risk factors for parasuicide shows a considerable overlap with the list of known sequelae of sexual abuse, we hypothesized that the two are associated with symptoms of PTSD. This study was designed to test the hypothesis that repetitive parasuicide behaviour is related to a history of sexual abuse and the presence of symptoms associated with PTSD.
METHODS

Subjects
All patients admitted to the Accident and Emergency (A&E) Department at the Royal Hallamshire Hospital, Sheffied with the diagnosis of deliberate selfharm (DSH) -overdose were eligible to be entered into the study. As in the previous study by Yeo & Yeo,14 patients who presented with other forms of DSH were excluded. First-timers, patients for whom the current episode was the first overdose, formed the comparison group. Repeaters, those who had taken at least one previous overdose, formed the study group. It was known that the proportion of first-timers to repeaters attending the host department was approximately 50%, a figure that had been constant for several years. Given the reported level of 7.8% of patients having given a history of sexual abuse in the original study, we estimated that a sample size of 100 patients would confirm or refute the hypothesis. Of the 153 consecutive patients Each morning during the 20-week study period, all patients admitted in the previous 24h through the A&E department with a diagnosis of 'DSHoverdose' were identified from the A&E register. Patients were visited on the ward and, after a brief explanation of the procedure and the aims of the study, they were asked for written consent. Patients were then given a questionnaire on demographic data and the 28-item General Health Questionnaire (GHQ). 15 The latter is a widely-used screening measure of psychological distress which contains four sub-scales: somatic (e.g. 'Have you recently been feeling run down and out of sorts?'), anxiety (e.g. 'Have you recently lost much sleep over worry?'), social dysfunction (e.g. 'Have you recently felt incapable of making decisions about things?') and depression (e.g. 'Have you recently been thinking of yourself as a worthless person?'). The GHQ was scored according to the Likert method (0, 1, 2, 3) for the four responses which range from 'Not at all' to 'Much more than usual'.
During a 30-min semi-structured interview, patients were asked about their employment status, number of visits to their general practitioner (GP) in the previous 6 months, whether they had received psychiatric care sometime in their lives other than after a previous attempt, number of previous overdoses and/or other types of DSH, and substance abuse (over 21 units of alcohol per week, glue sniffing and use of hypnotics or street drugs). Patients were also asked about symptoms of somatization and panic disorder. Questions about previous experiences were divided into three areas: those relating to disruption of their childhood, physical abuse and sexual abuse. Childhood disruption was determined by whether they grew up with their parents or whether their they had been in care, fostered or orphaned before the age of 16. A positive score for physical abuse was given if the patient had ever been hit with fists, beaten with belts, kicked while on the floor or threatened with a weapon. The prevalence of sexual abuse was determined by the answer to the question: 'Has anybody ever 239 persuaded or forced you against your will to par-
Statistical analyses
Data were analysed using an SPSSx package and required t-tests, Chi-Square tests and a regression analysis. Tables 1 and 2 list the results for the total sample and for the comparison and study groups in ascending order of statistical significance. Table 1 gives the results for GHQ, Table 2 lists the frequencies of the factors surveyed.
RESULTS
Total sample
Although there were no selection criteria with regard to sex, the final total sample consisted of 50 male and 50 female patients, ranging in age from 16 Tables 1 and 2 indicate that repeaters scored significantly higher on the somatic, social dysfunction and depression scales on the GHQ and on five out of the ten factors surveyed: panic disorder, other forms of DSH (excluding overdoses), past history of psychiatric care, sexual abuse and number of PTSD symptoms.
In order to establish the relative importance of these factors, they were regressed on the number of previous attempts. Age, gender, number of GP visits, previous psychiatric contact and the experience of physical violence were also included. Three variables were entered into the regression equation: as shown in Table 3 , the reports of symptoms of PTSD, other forms of DSH, and sexual violence together accounted for 52% of the variance in overdose attempts. Although as noted earlier 240 patients who had been sexually abused were While these methodological problems present difficulties for the interpretation of the data, it should be noted that the classification of first-time versus repeated overdose patients used in this study provides a conservative test of differences between groups. This is the case for two reasons: first, statistically at least, approximately a quarter to a third of the first-time group will go on to make another suicide attempt; second, it is possible that some of the first-time group did not disclose previous attempts.
Despite these criticisms, the results suggest a link between repeated overdosing, sexual abuse and symptoms of PTSD. While the results are suggestive, it cannot be concluded that abuse leads to PTSD which leads to DSH in any linear sequence. The main conclusion of these results is support for the findings of Yeo & Yeo14 that repeat overdose patients are more likely to have a history of sexual abuse than first time patients. The nature of any association between abuse and overdosing requires further study using a longitudinal design and with the collection of further details of precipitating events. The addition of questionnaires, such as the Impact of Event Scale,17 which are designed to provide a more objective measure of symptoms of PTSD, would be helpful.
If a link between abuse, PTSD and repeated overdosing were to be confirmed, those patients who had experienced abuse would benefit from systematic assessments in these areas. By instituting interventions which are designed to assist patients who had been abused,10 the likelihood of further attempts might be reduced. Second, the confirmation of such a link might make it easier for A&E staff to appreciate the difficulties faced by repeat overdose patients. It seems that many medical staff have negative views towards parasuicide patients.18 Perhaps they would be more sympathetic and the need for adequate follow-up would be taken seriously if the reasons for the distress were apparent.
